The case of an elderly man with secondary syphilis is described. The clinical features at the time of presentation were suggestive of cranial arteritis and there was a substantial but incomplete response to corticosteroids. Subsequent treatment with penicillin proved highly effective.
Introduction
Cranial arteritis is now recognized as a fairly common affliction of the elderly, classically characterized by headache, scalp tenderness, and the presence of a raised erythrocyte sedimentation rate (ESR) (Paulley and Hughes, 1960) . These clinical findings are by no means pathognomic and can be mimicked by a variety of conditions ranging from local disease of the scalp or skull to lesions of the trigeminal nerve in the brain stem (Walton, 1977) .
By contrast, secondary syphilis has now become an uncommon condition and acute syphilitic meningitis is rare (Catterall, 1977) . Headache is the commonest symptom of the condition but scalp tenderness is infrequent (Merritt and Moore, 1935 Secondary syphilis with meningovascular involvement was diagnosed and treated with intramuscular procaine penicillin 600 000 u./day for 21 days. The prednisolone was withdrawn over a 2-week period. Shortly after the first injection of penicillin he developed a transient pyrexia with intense irritation of his rash for the one and only time, features consistent with a mild Jarisch-Herxheimer reaction (Warrell et al., 1971 ). The rash faded over the next 3 or 4 days. During treatment he complained of left-sided headache and the ESR rose to a peak of 98 mm/hr. Analgesics were given and the headache resolved a few days after completion of treatment. Four months later he was asymptomatic with an ESR of 22 mm/hr and a VDRL test positive with serum diluted 1 in 4 and positive with undilute CSF. The latter was in other respects normal. Serial audiometry documented a modest return of hearing in the right ear, and the other sensory abnormalities all resolved. All attempts to trace a contact were unsuccessful.
Discussion
Headache in secondary syphilis is usually attributed to meningeal invasion, although in the majority this is clinically silent (Catterall, 1977) . In later stages of the disease lightning pains can occur in the face with tabes dorsalis and gummata can form in the skull and meninges and cause persistent symptoms (Merritt, 1973) . Headache is a common symptom of general paralysis and is presumably a reflection of the meningeal inflammation present in this condition (Merritt, 1973) .
In this case, a specific inflammation of the temporal artery as part of a more widespread vascular inflammation would seem improbable.More likely, inflammation at the base of the brain affected fibres of the trigeminal nerve, causing a neuropathy, initially with increased sensitivity and pain, and subsequently with relative anaesthesia. The eighth nerve was presumably affected by the same process.
A definitive account of syphilitic meningitis from the pre-antibiotic era (Merritt and Moore, 1935) identified 3 overlapping types of presentation. In the first group, the symptoms of headache, nausea and vomiting were associated with signs of meningeal irritation and bilateral papilloedema. Inflammation predominantly affecting the meninges in the posterior fossa and producing obstruction to the flow of cerebrospinal fluid was held responsible and the entity was labelled 'acute syphilitic hydrocephilus'. In the second group, convulsions, pyramidal tract signs and mental disturbances predominated and were attributed to meningitis mainly affecting the vertex. In the third group, the symptoms were associated with the presence of cranial nerve palsies and, less frequently, with signs of meningeal irritation; this was 'meningitis of the basilar type' and the case reported here seems to fit best into this group.
Of the 34 cases of basilar meningitis collected in the Merritt and Moore study, the eighth nerve was involved in 13 cases and the fifth nerve in 7 cases, although in only one of these 7 was sensory function affected alone. The prognosis was good even without penicillin and, as in the case reported here, most of the cranial nerve lesions made a good recovery.
